In 2013 at Kashibai Navale Medical College and General hospital seven-year-old female child presented with a history of pain in abdomen in right iliac fossa and fever for two days. On general physical examination the patient was found to have pulse rate 108/ min and blood pressure 100/60mmHg. Abdominal examination showed tenderness to all over abdomen. The respiratory system was normal. There was no other finding which suggested bacterial peritonitis. Biochemical results showed a serum urea 45mg/dl, Blood glucose 85mg/dl, serum creatine 89mg/dl, serum sodium 125meq/L and serum potassium 3.8meq/L. Ultrasonography of the abdomen was suggestive of appendicitis. The abdomen was opened by transverse right lower quadrant muscle incision. Enlarged and inflamed appendix was found preoperatively. Periappendicular pus was present. Pus was collected and appendicetomy was done. Pus was sent to microbiology laboratory for culture and sensitivity. Direct Gram stained smear showed Gram positive diplococci. Pus was inoculated aerobically on Blood agar and MacConkey's agar and anaerobically in RCM. After incubation blood agar showed alpha haemolytic draughtman's appearance colonies [Table/ Fig-1 ]. There was no growth on MacConkey's agar. No anaerobes were isolated. The organism was identified as Streptococcus pneumoniae by standard procedure.
Sensitivity was done and it was found to be sensitive to penicillin (10 units), cefotaxime (30mcg), erythromycin (15mcg), Co-trimoxazole (25mcg), gentamycin (10mcg) and doxycycline (30mcg). We suggested blood culture, which was negative.
After procedure, patient fully recovered on the treatment of Cefotaxime 1 gm IV 12 hourly and Metronidazole 300 mg IV eight hourly for five days.
DisCussion
Pneumococcal appendicitis are found in approximately 0.3% of the appendectomy cases [1] [2] [3] . The common predisposing factor causing pneumococcal infection are alcoholism, HIV, splenectomy, connective tissue diseases, haemophilia A, steroid use, diabetes mellitus and intravenous drug use [4] [5] . In the present case there was no risk factor for invasive pneumococcal infection. This correlates with finding of Heltberg et al., and Bhattacharya et al., who reported no predisposing factor for invasive pneumococcal infection [3, 6] .
Appendicitis is usually caused by more than one organism i.e. it is polymicrobial. Stone et al., reported polymicrobial isolates from case of perforated appendix [7] . Appendicitis due to single aetiological agent is rare. Bhattacharya et al., [6, 8] reported unimicrobial isolate [5, 8] . Similarly Ronchetto and Pistono, reported seven cases of unimicrobial infection from 43 intraoperative samples of appendicular pus. Streptococcus pneumoniae were isolated in only two cases but in association with Bacteroides fragilis and Escherichia coli [9] .
Primary pneumococcal peritonitis is rare in children and is usually associated with an underlying medical condition such as nephrotic syndrome or with upper genital tract disease [1, 9] . Peritonitis in the present case may be because of perforation of appendix.
Pneumococcus commonly and asymptomatically colonizes the upper respiratory tract of children; a breakdown of the normal mucosal barrier plays a major role in the development of bacteremia [10, 11] . We suspect that bacteraemia may have been the most probable source of appendicitis in this case; though blood culture was negative. Blood culture negativity may be due to prior administration of antibiotics.
ConClusion
Unimicrobial appendicitis is uncommon. 
